SOME of the old beliefs on this subject have been shaken as a result of experience with war injuries. Many experiments on dogs have been carried out in the clinic to which I am attached. When a piece of living bone has been separated fromits vascular supply and implanted elsewhere in the body of the same patient the immediate result is a coagulation 'of cells and vessels to which the surrounding lymph cannot percolate. This leads to the death of all the cells-in the lacunae and of most of those in the Haversian canals. The absorption of these structures takes from three to four weeks. On the open mouths of the canals are osteoblasts, which possess the power of absorbing lymph. Ten days after implantation the proliferation of the osteoblasts is well established on both the endosteal and periosteal surfaces, and in a few days new bone formation is visible on these surfaces. These proliferating osteoblasts attack the dead bone of the graft and rapidly produce excavations. In the meantime a re-establishment of the circulation has been taking place as a result of the ingrowth of new blood-vessels into the mouths of the Haversian canals. This occurs in about a fortnight. Ultimately the whole graft is seen to be permeated by vessels and osteoblasts. The union of the graft is effected by the deposit of new bone on the surface. If endosteal and periosteal surfaces are removed from the graft, very little osteogenesis takes place from the graft itself. The rapidity with which the changes take place depends on three factors: the size of the graft, its density, and the abundance, on the surface, of the osteoblasts which survive. In some cases it will be months before replacement may be effected. When boiled bone is employed for grafts the changes take place at a definitely slower rate. Autogenous grafts alone guarantee succqss where there is a gap to be bridged; if boiled bone be used here the living elements will slowly disappear. The great aim in grafting, as it is only on the surface that The record of the work upon which this communication is based is published in extenso in the
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Major 'NAUGHTON DUNN, R.A.M.C. (Birmingham). I PROPOSE to deal only with the function of the bone-graft from the clinical side, the selection of cases, the points in operative technique and the after-treatment, which seem from my experience to be the most essential for success.
Previous to the War, Albee's operation of transplantation of bone from the tibia to fix the spinous processes of diseased vertebrse was becoming popular. After seeing the results of over fifty cases I am satisfied that this will in time be recognized as the routine treatment of tubercle of the spine in children and adults. The operation, if undertaken before marked kyphosis is present, will result in a very large percentage of cures without deformity. The essential of the operation is insuring contact of the graft to the raw surfaces of the spinous processes of the two vertebrae above and of the two below the diseased bodies, so that the transplanted bone may, by direct union with these, give us a fixation which is not possible by external splintage.
In military surgery ununited fracture of the long bones is not uncommon, and the chief value of the bone-graft has been, that it has enabled us to restore continuity even when a considerable loss of substance was present. Before resorting to bone-grafting two questions arise: (i) Will re-establishment of continuity improve function? and (ii) is the use of the bone-graft the best means ? In the lower extremity bone-grafting is seldom necessary, except for ununited fractures of the tibia. For ununited fractures of the femur open operation to freshen
